which together supply the small muscles of the sole of the foot and cutaneous sensation over the toes (Figure) CASE REPORT A fifteen year old girl presented with a two week history of tingling over the heel and lateral aspect of the sole of the foot corresponding to the distribution of the lateral plantar and calcaneal branches of the posterior tibial nerve. At the same time she had noticed a swelling below and behind the right medial malleolus.
Examination revealed paraesthesia over the cutaneous distribution of the lateral plantar and calcaneal nerves, but the medial plantar nerve was uninvolved. A small round cystic swelling, approximately 2 cms in diameter, was palpable posteroinferior to the medial malleolus. It was fixed deeply but not to the skin. A diagnosis of tarsal tunnel syndrome due to ganglion was made.
Treatment was by surgical decompression. An incision was made over the swelling and the flexor retinaculum divided. The tibial nerve was obviously stretched across a large ganglion arising from the synovial sheath around the tendon of flexor digitorum longus. The ganglion was excised and the nerve was seen to be free from tension. The flexor retinaculum was not included in the closure.
There was some relief of symptoms immediately after operation, with full recovery of sensation within five weeks.
COMMENT Tarsal tunnel syndrome has been sporadically reported throughout the literature and its aetiology is diverse. The most commonly reported aetiological factors in the literature are trauma, post-traumatic fibrosis, deformity of the foot, local venous distension, tenosynovitis, rheumatoid arthritis, and a variety of anomalies of the muscles and tendons which pass through the tarsal tunnel. However, about 25 per cent of cases are idiopathic.'
Tarsal tunnel syndrome secondary to space occupying lesions is quite rare, and a review of the literature has revealed only five previous cases where a ganglion in the tarsal tunnel has been the aetiological agent. '-5 Conservative treatment may be attempted initially by elimination or correction of the cause e.g., elastic stockings for venous engorgement, corrective footwear for deformity of the feet and local steroid injections for tenosynovitis. However, conservative measures are generally unsuccessful and surgical intervention is usually undertaken with good results.
All reported cases to date of tarsal tunnel due to a ganglion '-5 
